" One is left with the impression that the process is one of flow and ebb, the immature cell passing inwards to receive its cholesterol content, and having done so, passing to the periphery laden with its intracellular burden.
"As the lesion develops there is a natural tendency towards fibrosis and the tissue acquires a curious nodular character, an indiscriminate arrangement of fibrous tissue, giant cells, fibroblasts and lipoid deposits, which are partly intracellular and partly free." This is well shown in the sections exhibited. "In bone, the condition is marked by a progressive and extensive decalcification of trabecular and later compact bone. This process of bone removal is one of osteolysis or phagocytosis initiated and accomplished by the larger type of multinuclear giant cell, which is universally found at the periphery of the lesions."
The clinical features of any case will depend on the area in which the lesions occur. In the present instance there is the curious history of jaundice associated with bronchitis and "pleurisy" on the left side and clinical evidence of fibrotic changes at the left base. There is a raised blood-pressure. May this be the result of arterial atheroma, the "nodular xanthonma of arteries" as it has been called? May arterial degeneration, also explain the proteinuria ? What is the significance of the evidence of an old chorio-retinitis ?
With regard to treatment, Fraser reports that good results have followed the use of deep X-ray therapy in Hand-Schiiller-Christian's disease. Would this be advisable in the case under consideration? So far the only treatment has been to recommend a diet excluding foods which are high in cholesterol content. It may be of interest that the patient has always been very partial to liver and kidney, which she states she has been accustomed to take every week.
One further point may be noted-the basal metabolic rate is raised in this case, which does not conform with the finding that blood-cholesterol is inversely proportional to the basal metabolic rate, as in hypothyroidism.
Dr. F. PARKES WEBER said that this case was a very good example of a clinical syndrome which included cutaneous nodular xanthoma and xanthoma of one or more tendon sheaths as well as hypercholesterolaemia. He thought that such cases occurred mostly in adults. To include with this syndrome atheromatous deposits in the aorta as another form of xanthomatosis would perhaps be to go rather far. He considered that the syndrome in the present case had more right to be spoken of as xanthomiiatosis than the Hand-Schiiller-Christian " lipoid-granulomatosis " had. Eruption on Palms: Case for Diagnosis.-J. E. M. WIGLEY, M.B. This patient, a girl, aged 3 years, had an attack of gastro-enteritis at the age of 9 months. Soon after this the palms of both her hands were seen to be " red and hot." They "skinned" in large flakes, and though they became much better they have always remained somewhat pink. She has had recurrent attacks of this redness, heat and scaling ever since. The attacks seem to be related to some gastric disturbance, shown by her being "out of sorts" and "off her food."
At present she appears to be quite a normal, healthy girl, except for the eruption. General physical examination does not reveal anything grossly abnormal.
On the palmar aspect of both hands and fingers, and spreading round on to the dorsal aspect, is a somewhat indurated erythema. Along the border of the palm can be seen the loose ends of some desquamation. A similar, but much less marked condition is present on her feet. There is no evidence of other skin disease.
My first thought, on seeing an exactly similar case (which I had hoped to show to-day) was that the lesion might develop into psoriasis. Another possibility is pityriasis rubra pilaris, but there is no corroborative evidence of either disease. It is obviously not " pink disease," but I cannot suggest a more definite diagnosis.
Discussion.-Dr. L. FORMAN said that this case corresponded minutely with two cases which he had seen in which there was recurrent erythema and scaling of the palms of the hands and soles of the feet. One of the patients was a boy aged 6; the other was a woman aged 40, who had had these attacks for many years. In neither case had pityriasis rubra pilaris or psoriasis developed. The woman had mild diabetes, which cleared up on the right diet. No treatment had had any influence on the other condition.
The PRESIDENT said that some weeks ago he had seen a girl, who, after slight sore throat and raised temperature, had similar redness and scaling of the palms and soles. He diagnosed it as an early pityriasis rubra pilaris, and thought that the eruption would spread. The condition was an erythrodermia, and when she was first seen there was some keratosis of the follicles on the backs of the fingers. When he saw her again, however, the eruption was clearing up.
? Artefact: Case for Diagnosis.-HUGH GORDON, M.C., M.R.C.P.
History.-The patient, a woman, aged 20, in December, 1934, sustained a fractured base of the skull from an accident, and was in hospital for ten weeks. On discharge she suffered from headaches, and was in bed at home for a further two months.
In May 1935, epileptiform attacks began. These have occurred on about six occasions, always during the day. They are preceded by a trembling feeling in the stomach, followed by giddiness and unconsciousness. She is said to bite ber tongue and to pass water during an attack. The last attack was fourteen days previous to admission on October 31, 1935. In June 1935, the left eye became inflamed, and the lids were stuck together in the mornings. As though starting from the eye, a red, scaly eruption spread down over the left cheek; this lasted three weeks, and then a similar condition began on the right side.
In August 1935, the patient was admitted to Hounslow Hospital for eight weeks. The face was said to clear completely, though ulceration occurred in three places on the chin, where scars have remained. The eruption has since then appeared intermittently on both cheeks. The right eye has discharged frequently and there is a history of an "abscess " on the lower lid.
When first seen at the end of October, the right conjunctiva was inflamed; there was slight ectropion of the right eye. A symmetrical distribution of the eruption was present on both cheeks-on the right pustular, on the left shiny and dry. The patient has now been in hospital for three weeks, during which no epileptiform attacks have occurred. She appears to be bright and happy mentally, and quite content to remain in hospital. The palatal and conjunctival reflexes are definitely absent. Blood-count normal. No source of infection found in teeth, nose or throat. Skiagram of skull normal.
For six days the face was covered with a mask, and the patient was specially observed, particularly at night. There was no noticeable improvement in the skin condition, nor were any attempts to touch the face observed.
The dermatitis appears to occur in attacks, beginning with a tight feeling, followed by erythema and subsidence with peeling in large, dry scales. Until a few days ago there was a considerable improvement, apparently due to cestroform injections and essogen given by mouth. There has, however, recently been a renewed attack of exudate and pustulation of the right side: the left side has remained dry throughout.
Discussion.-Dr. C. WHITTLE said that an elastoplast dressing might be applied, and if that was removed by the patient the fact could easily be discovered.
Dr. INGRAM suggested obtaining the collaborationi of a medical psychologist.
Dr. GORDON (in reply) said he agreed that an artefact was the most probable diagnosis.
It was difficult, however, to account for the pustular element, as the attacks of dermatitis were preceded by a conjunctivitis and a definite pustular discharge from the eye in the morning.
